Background. Telephone helplines can facilitate referral, education and support for patients living with HIV or those concerned about the infection. The anonymity of helplines facilitates discussion of sensitive issues that are difficult to raise face to face. These services could support the expansion of HIV self-testing. However, maintaining quality and standardising messages in rapidly evolving fields such as HIV is challenging. Objectives. To evaluate the quality of the South African (SA) National AIDS Helpline. Methods. Mystery clients posing as members of the public made 200 calls to the service in 2014. They presented several scenarios, including having received HIV-positive results from a doctor's secretary or through self-testing. Following the call, 'clients' completed a semistructured questionnaire on the information received and the caller-counsellor interaction. Results. Calls were answered within a median of 5 seconds (interquartile range 2 -14). Conversations took place in 8 of the 11 SA official languages, though mainly in English. Overall, 75% of callers felt that with the information they received they could locate a nearby clinic for further services. Counsellors expressed appropriate levels of concern about inadequate counselling that callers had received and confidentiality breaches in some scenarios. Eight counsellors incorrectly mentioned the need for a waiting period to confirm a positive result. Consistent with policy, almost all said that being foreign would not affect HIV treatment access. About 90% explained the need for CD4+ testing and antiretroviral therapy, but only 78% discussed HIV prevention. Counsellors were mostly empathetic (83%), though some adopted a neutral tone (10%) or were brusque (6%) or unhelpful (2%). Conclusions. Overall, helpline counsellors were proficient at providing information about local clinics, HIV testing and steps needed for initiating ART. Dissatisfaction with the caller-counsellor interactions, instances of incorrect information and the relatively low attention accorded to HIV prevention are worrying, however. Training for both refreshing and updating knowledge, and supervision and monitoring of calls, could target these areas.
RESEARCH
Many studies indicate that telephone helplines are effective resour ces for education and support for a variety of medical and psychological conditions, ranging from depression and smoking cessation to cancer and rheumatoid arthritis. [1] [2] [3] [4] [5] [6] HIV helplines were initiated in the early years of the HIV epidemic in high-income countries and gradually spread to several low-and middle-income countries. [7] Although there are few rigorous studies of these helplines, [8, 9] as early as 1989, given the high levels of response to such services, HIV researchers held that 'the value of hotlines is now beyond any doubt in those communities where they have been established' . [8] In general, HIV helplines mainly aim to provide preventive, destigmatising and support functions. [9] The service may be especially useful for dispelling myths or misconceptions about HIV. They can also address specific concerns for individuals that have not yet been addressed in mass media campaigns, or cannot be effectively addressed by these campaigns. [9] Confidential, anonymous contact with counsellors also allows callers to discuss issues such as sexuality, sexual practices and deep-seated fears that may be difficult to raise in face-to-face counselling. They can be more convenient and less costly than travelling to a health facility or counselling centre.
HIV helplines have evolved over time, from initially serving principally as sources of information and referral to later taking up a predominantly counselling role. [10, 11] The number of calls and characteristics of callers also fluctuate over time, as needs for information and counselling shift with the epidemic [11] and as new HIV services become available. [10] The role of helplines has shifted again with HIV self-testing, where the bulk of post-test counselling for self-testers may take place on helplines. [12] A toll-free HIV helpline was established in 1991 by the South African (SA) National Department of Health in partnership with Lifeline Southern Africa, a non-governmental organisation (NGO) that offers psychological counselling and related services.
[13] The helpline aims to provide anonymous, confidential information and counselling about HIV, as well as referrals to public sector services RESEARCH near the caller. Calls can be made 24 hours a day and in all SA's 11 official languages, as well as in Shona, the language commonly spoken in neighbouring Zimbabwe. Calls are mostly from adults, including students and health workers, but sometimes from children. The topics discussed mostly concern HIV testing and prevention, prevention of mother-to-child transmission, post-exposure prophylaxis, antiretroviral treatment (ART) and tuberculosis (TB). Staff work in a single call centre, and are salaried and full-time employees. Twenty counsellors are available for calls between 06h00 and 18h00, two nurses from 07h00 to 17h00 and two counsellors from 18h00 to 06h00. In total, 28 counsellors are employed by the centre. They include females and males, from nine different ethnic groups. In addition to being a source of information, counsellors are tasked with assisting people who have tested HIV-positive to remain calm if they display heightened emotions, establishing whether the caller is alone or has someone with them for support, understanding the caller's feelings at the time, and finally empowering the person and referring them for additional support, as required. Callers are commonly referred to organisations that provide violence and family support, legal advice and suicide helplines. Nurses at the centre deal with calls about ART and health-related issues, while social workers are responsible for debriefing helpline staff about difficult calls they have had. In addition to telephonic assistance, the service frequently does community outreach to raise awareness of its services, for example through presentations and exhibitions.
Staff at the centre receive training on customer service and counselling, HIV and other sexually transmitted infections, TB, and HIV testing and counselling. Intermittent training updates on advances in the field of HIV are provided by the Department of Health and other professional development bodies. The helpline services are widely promoted and have been included in many national-and provincial-level mass media campaigns over time, as well as in stand-alone promotional activities. Such publicity bursts have been shown to raise the number of calls made to the centre. [10, 14] The call centre number is printed on the packaging of the approximately one billion male condoms distributed free of charge in the public sector each year. [15] National household surveys and other studies indicate that by 2002, 60% of South Africans aged >18 years were already aware of the helpline, [16, 17] and by 2005, about 5% had called the centre at least once. [18] During the period 2001 -2003, the centre received ~14 000 calls per month; [10] this declined to ~4 500 per month in 2014 -2015, and to ~3 500 per month in recent years (AIDS Helpline data).
Determining the quality of information and counselling given by helplines could identify gaps in the services and ways in which they could be improved. Moreover, it is important to ascertain the nature of interactions between callers and counsellors, especially attitudes of helpline staff towards stigmatised groups. [19, 20] In SA this particularly applies to foreigners, who are often stigmatised by healthcare workers, some of whom even incorrectly believe that foreigners are not eligible for health and other services in the country. [21] While several studies evaluated the SA AIDS Helpline in the first decade after its establishment, [7, 10, 14] an updated assessment is needed, especially with regard to whether the centre has kept pace with changes in HIV testing and treatment. Findings are particularly relevant as HIV self-testing grows, with the helpline poised to play a key role in supporting self-testers. We therefore employed mystery clients posing as members of the public who presented several scenarios during calls to the centre, mostly pertaining to situations where a patient would require a confirmatory HIV or CD4+ cell count test. Analysis focused on the quality of information provided during the calls and the nature of caller-counsellor interactions.
Methods

Study procedures
From July to December 2014, 200 anonymous calls were made to the helpline by a team of five female researchers. The researchers, aged 30 -56 years, made between 35 and 43 calls each. Three of the callers were community health workers, who had grade 11 or 12 education. The other two had a tertiary-level diploma and worked as project administrator and research assistant.
Calls took place at various times of the day between 08h00 and 21h00, and almost all were on weekdays. Callers who were multilingual were encouraged to use languages other than English during the calls, enabling the responsiveness of the centre to different groups in the country to be assessed. Calls took place in 8 of the 11 official SA languages, though mainly in English (n=71, 36%), isiZulu (n=46, 23%), isiXhosa (n=31, 16%) and Sesotho (n=28, 14%). Six scenarios were presented ( Table 1 ). The scenarios were chosen because they represented plausible circumstances in which an HIV test might have been done without pre-or post-test counselling, and the caller would require post-test counselling, information about the care an HIV-infected person requires, and a referral. The scenario of 'calling on behalf of a friend' was included so that researchers with SA accents (four of the callers were South African) could claim to be calling on behalf of a foreigner and thus assess the counsellor's response to foreigners requiring care.
The conversation with the counsellor followed a prespecified series of steps, beginning with a brief introduction and a standardised description of the scenario selected for the call. Thereafter, the caller asked for the name of the clinic closest to them, as well as what they should do if a further confirmatory test was also positive. Towards the conclusion of each call, the person said that they (or the friend they were calling on behalf of, if applicable) were from Zimbabwe, Nigeria, or a range of other African countries. The caller then enquired whether this would influence their ability to access healthcare in SA. Calls were not recorded.
Data collection and study measures
Following the call, the person who made the call completed a semistructured questionnaire, which included 14 items and was designed de novo by the research team (we could not locate an analogous or validated instrument). The characteristics of the calls were captured in terms of the following variables: time taken to answer the call; type Table 1 . Six scenarios presented by mystery clients* 'I have just been phoned by my doctor's secretary, who told me that my HIV test came back positive' (n=49) 'I have just received a call from my insurance company, who says that I have tested HIV-positive' (n=48) 'I have just bought a self-testing kit from a pharmacist, and seem to have tested HIV-positive' (n=54) For the remaining three scenarios, the researcher gave one of the above scenarios, but said they were calling on behalf of a friend (n=16, n=16 and n=15, respectively) *Information missing on 2 calls.
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of scenario presented; whether the person called on someone else's behalf; language used; and whether the counsellor could speak that language and was clearly audible. Data were captured on whether the caller had been given information about the location of the nearest clinic, and whether being a foreigner affected access to the clinic compared with residents, categorised as 'no difference in access' , 'different access' or 'uncertain' . Using dichotomous variables, the caller documented whether advice had been given on safe sex and the need for a confirmatory HIV test, CD4+ count and ART. The nature of the caller-counsellor interaction was classified as empathetic, concerned, neutral, brusque (rude or brief) or unhelpful.
There were two open-ended questions, where free-text responses were recorded on what specific steps the counsellor had advised the caller to take next, as well as general comments on anything that struck the caller as noteworthy during the conversation.
Data management and analysis
Questionnaire responses were entered directly into a REDCap database and analysis was done using Intercooled Stata V12.0 (StataCorp, USA). A χ 2 test was used to detect associations between categorical variables, specifically whether the nature of the call and responses given differed when the mystery client posed as themselves or as phoning on behalf of a friend. Free-text responses were reviewed and manually coded according to emergent themes. Coded text was then sorted into a matrix that isolated main themes for further manual analysis. Illustrative quotes were extracted from the free-text responses, as applicable. Data on the gender of the counsellor were drawn from the free-text responses in the database where possible, as this had not been included in the questionnaire. Denominators vary slightly owing to missing data.
The responses of the counsellors were interpreted in the light of the national policies at the time of the study. Of note, the recommended CD4+ cell count for ART initiation was 350 cells/µL in 2014. [22] Further, the Department of Health recommended that an HIVpositive diagnosis be confirmed by two rapid HIV tests, but that HIV self-testing should not be done. [23] HIV self-testing has recently been endorsed by the World Health Organization and test kits are increasingly available in SA, for example through pharmacies. [24, 25] Policies stated that being a foreigner was not to influence one's access to ART and other HIV services.
Approval for study procedures was given by the Human Research Ethics Committee, University of the Witwatersrand (ref. no. H120701). Those answering the call were not alerted to the fact that they were part of a research study, and informed consent was not taken from the helpline counsellors. No identifying information was noted about the helpline worker. As recommended by methodological guidelines on use of mystery clients, [26] we informed the helpline of the planned study. A meeting was held with the NGO running the helpline 2 years before the study to discuss the purpose of the study and explain the study protocol. Researchers requested the NGO not to inform the helpline counsellors about the planned study. The overall findings have been shared with the helpline management to enable them to give feedback to the helpline counsellors on their work, as well as to inform potential improvements in the service.
Results
Characteristics of the call
Almost all calls were answered (99%, 197/200). The median time to answering a call was 5 seconds (interquartile range 2 -14) , and 87% of calls were answered within 30 seconds (173/198). In 95% of cases (189/199) the counsellor could speak the language in which the caller started the conversation. Callers using languages that the counsellor could not speak were transferred to another counsellor who could (n=4, 2%), or a mutually understood language was used (n=4, 2%). In only one instance did the counsellor continue the conversation in a language that the caller did not understand. Most researchers reported that they were able to hear the counsellor well (n=173, 87%) and 12% (n=23) said they were unable to make out some parts of the conversation, while only 2% (n=4) said they heard the counsellor poorly. Of the 128 calls where the gender of the counsellor was reported by the caller, the majority (n=111, 87%) had been answered by a female.
Referrals to local clinics
A large majority of callers were advised to go to the local clinic for further care. For the most part, the counsellor had specified that this was to get a confirmatory HIV test, 'just to be sure' or 'to confirm that I am really positive' (n=190, 95%). In eight instances the counsellors incorrectly advised callers that a 'waiting period' was needed before doing this second confirmatory test (either '6 weeks' or '3 months'). Two of the eight ascribed the need for waiting to the possibility that the caller was in the 'window period' . Another counsellor even specified that an ELISA test (which is a laboratory-based HIV test) and not a rapid test would be used to confirm the status, counter to national policy. A few counsellors were also noted as having suggested to callers that they would even need to do a third confirmatory test, with some advising that this be done again after 6 weeks or 3 months to further verify the results. Others even mentioned use of a CD4+ cell count test if uncertainty remained about the validity of the HIV test result, again contrary to policy. [22] Overall, 75% of callers (149/200) felt that with the information the counsellor had provided, they would have been able to locate the clinic recommended by the counsellor (Table 1) . In three-quarters of the cases (150/200) the counsellor was able to give the caller the name of a clinic near them, and the actual street address and even directions were provided in some instances. In 41 cases (21%), however, the information given to the caller about locating a clinic was considered inadequate, for example entailing advice to 'ask around' , either 'on the street' or from people staying with the caller. Six callers were advised to locate a clinic on the internet, for example to 'use the internet to Google the clinic near you' (3%).
Overwhelmingly, as per national guidelines, callers were referred to primary care clinics rather than secondary or tertiary hospitals, and only three were encouraged to attend private care. Advice about the affordability of public services was provided by some counsellors, for example, that 'I [the caller] need to rely on services that the government has put in place for us. Going private may not be cost-effective in the long run. I will be provided with a free CD4 count test, as well as counselling and free treatment. ' Some were quite adamant in pushing the callers to make use of free services: 'she told me next time I must not test with the doctors because clinic is for free' . Almost all the counsellors (96%, 181/190) informed the callers that being a foreigner would not affect their ability to access care in SA. In only four cases (2%) did the counsellor incorrectly state that being a foreigner would make a difference, with one saying: 'The counsellor told me that ARVs are only for South Africans, my friend must go to get treatment in her country; they only need people who have South Africa ID. ' In five instances (3%) the counsellor was uncertain whether foreigners have equal access to care.
Many counsellors expressed concern about the quantity and quality of counselling received by the caller (or the caller's friend), particularly in the scenario involving the self-test kits and the delivery 
Advice about services for HIV care and treatment
In total, in 73% of calls (146/198), the counsellor provided advice about all the following: a confirmatory HIV test, a CD4+ cell count, ART and HIV prevention ( Table 2 ). About 90% of callers were told that they needed a CD4+ test done, and a similar proportion had discussed the need for ART. Overall, more than three-quarters (78%, 154/198) were given advice about the steps needed to prevent further HIV transmission. More importantly, the majority of callers (93%, 185/200) believed that they would be able to safeguard their health if they followed the information provided by the counsellor. In a few instances, counsellors mentioned the need for TB screening. Only one counsellor was recorded as having asked the caller if she was pregnant.
Variation across scenarios
Input from counsellors on the use of self-testing kits was mostly negative. Their biggest concerns were the absence of counselling, and whether the caller had 'read the instructions properly' or 'followed the proper procedure' . Two counsellors were said to have expressed 'surprise' and 'shock' at the caller's use of self-testing. A number of counsellors asked for additional information: Where had the test kit been purchased? How did the caller find out about self-testing? Why had the caller opted to self-test rather than to test at a clinic? One counsellor even asked 'if I was afraid to do the test at the clinic hence I bought the kit?' . Behind these questions, there appeared to be some doubt about whether the caller really had used a self-test kit. Two counsellors stated emphatically and incorrectly that 'at pharmacies they are no longer selling HIV and AIDS test kits because people are not using it correctly' , and a third asked if the caller was a nurse, because working in a medical environment is the only way to explain access to self-test kits. But the questions also revealed a genuine interest among the counsellors about self-testing in some cases. One caller reported that 'the counsellor was not asking how I feel about the outcome of the test, but was fascinated by the self-test kit' . Most counsellors who addressed the issue of self-testing ended up advising the caller to go to a clinic for a second test, making it possible for pre-and post-test counselling to be provided, and for the test itself to be administered by a 'trained professional' . Discussion of ART was 
06).
As with the scenario above, the scenario in which test results were given over the phone by an intermediary (doctor's secretary or administrator at an insurance company) raised concerns for counsellors (although to a lesser degree than self-testing). Again, the main issue was that the caller had received their results in the absence of counselling, but there was also some disquiet around a breach of confidentiality: 'The doctor's secretary was not allowed to know about my status. The doctor should have called me about my results personally' and 'The insurance was not supposed to call you with the result. ' Compared with other scenarios, mention of ART was highest in calls presenting the scenarios of the test result being given by an insurance company (94%, 45/48) or a doctor's secretary (94%, 46/49). Moreover, those posing as themselves, either having tested positive through self-testing or via an intermediary, were 2.1 times more likely to have counsellors discuss treatment options with them than those phoning on behalf of a friend (90.7% v. 82.6%, 95% confidence interval 0.80 -5.3; p=0.12).
Counsellors also expressed some discomfort with the prospect of giving advice to a proxy. In most cases, the counsellor asked that the 'friend' phone in herself/himself, or that the caller pass on the number of the helpline to their 'friend' . Callers who asked why it was necessary to get the 'friend' to call were told that 'there will be questions I [the person calling] will not be able to answer' and 'it is essential for the friend to call in for herself so that she could also receive counselling' .
Where information was provided to the caller (to pass on to the 'friend'), this was limited to the simple message that they should go to their local clinic for a confirmatory test and to access 'full information' about HIV. Some asked for details about the 'friend's' CD4+ count and how they were coping with the news of the test results. A few counsellors extended encouragement to the caller for 'supporting my friend' , and urged that 'I must be there for my friend and I must help her to go for confirmatory test. '
Nature of caller-counsellor interaction and quality of counselling
The counsellors' attitudes towards the caller, captured as a categorical variable, were considered to be empathetic or concerned in 83% of instances (166/200). In ~10% of cases (19/200) the counsellor was described as having adopted a neutral tone, while 6% (11/200) felt that the counsellor had been brusque (rude or brief); only 2% (4/200) were considered unhelpful. Analysis of free-text responses of the perspectives of callers provided more detailed understanding of these positive and negative sentiments.
Most positive comments rated the counsellor as 'patient' , 'wellinformed' , 'relevant' , 'supportive' and 'empathetic' . Along the same lines, other callers said:
'The counsellor afforded me the space to vent without being impatient with me. ' 'The counsellor managed to calm me down as I was very emotional. I felt reassured. ' 'Counsellor was very informative and relevant. I even felt like I really tested positive and got counselling. ' '… the answers were clear and the counsellor ensured that I understood what I need to do for myself. '
Negative comments, the minority of cases, included the counsellor being 'rude' or unhelpful:
'The counsellor was not really keen to speak to me. ' 'The counsellor was not in the helping mood. ' 'She sounded bored after I told her that I could not speak Zulu or a local language. ' Some said that the counsellor had provided the bare minimum of information. One said, for example, 'He said next time I need to go to the clinic, not phoning them [the helpline]. ' A related form of response was to say 'the clinic will explain everything' , or 'the clinic will take you through the process' , thereby effectively shutting down any further questions. Also, sometimes the counsellor was determined to provide information or to simply give advice, rather than to listen or counsel: 'The counsellor was giving a lot of advice instead of listening to my story and insisting that I disclose to my husband. ' 'Sometimes the counsellor gives too much information. ' 
Discussion
This study using mystery clients showed that counsellors at the SA National AIDS Helpline are generally proficient at providing information about how to access HIV services at a clinic, including assisting foreigners to do so. Only a few isolated cases were noted of 'foreigners' being stigmatised or of receiving incorrect information about access. Also, the need for confirmatory HIV testing and the steps required for initiating ART were generally well covered by counsellors. The few instances of incorrect information being provided and the relatively low attention given to HIV prevention are worrying, but could easily be remedied. Although the counsellors' attitudes towards callers were largely empathetic, a considerable proportion of callers still felt dissatisfied with the caller-counsellor interactions. Importantly, the fact that almost all calls were answered timeously in this study suggests that the previous problem of unanswered calls, which had affected as many as a third to three-quarters of calls, has been addressed. [7, 10] It can be challenging to ensure sufficient staff and line capacity to answer calls, to have sufficient staff available in all languages and to deal with high numbers of hoax calls (which can make up as many as three-quarters of calls). [7, 10] Counsellors also need to make a rapid assessment of the client's current problem and emotional state of mind. They have to meet a wide range of needs and expectations of callers.
It is encouraging that a high proportion of callers were referred to services they require. While it is not known whether callers to the HIV Helpline then actually attend these services, a study of a sexual health helpline in Australia found that most of the patients referred had then accessed the services. [27, 28] Also encouragingly, in the context of xenophobia in SA, the low level of stigma towards foreigners is commendable, though the few failures in this regard show the need for ongoing vigilance on this issue. In contrast, a 2015 study assessing post-abortion support in toll-free call centres in Canada, also using mystery clients, documented considerable levels of shaming and stigmatising language, as well as medically inaccurate information. [21] Most of the information provided by the counsellors was accurate and standardised across calls, something not easy in the rapidly evolving field of HIV. Training and measures such as the supervision and monitoring of calls and review of call data can maintain the RESEARCH quality of helpline services. [7] Supervisors listening in on callsanalogous to 'mystery client' methodology -or monitoring call transcripts can evaluate the consistency of counsellor responses and their ability to respond to emerging issues in HIV, detect discrimination in counsellors' attitudes, and inform discussions during counsellor debriefing sessions. [7] Information garnered from analysis of call contents can also be used to help select the topics needed to be covered in HIV communication campaigns in SA. [9, 11, 29] As was noted in this study, achieving a balance between providing information on the one hand and psychosocial counselling on the other in a once-off, short exchange can be difficult: a focus on providing information sometimes came across as being neutral or not empathetic. Also, the provision of comprehensive information needs to be weighed against ensuring that the caller knows what steps are required next. Lastly, perhaps it is important to deal with people equally, even if they claim to be calling 'on behalf of someone' . People may actually be calling for themselves in these cases -curtailing such conversations would then represent a lost opportunity.
The study has particular relevance to the present context in SA, where HIV self-testing is expanding rapidly. [24] The role of the AIDS Helpline in providing post-test counselling is likely to grow as that of face-to-face counselling diminishes. It will be important to assess whether the helpline counsellors adapt to this new and evolving component of their work. Retailers of kits for self-testing actively promote the helpline as one means of addressing concerns about potential harms among people who self-test without access to information and support. [30] Call centres are especially relevant for when self-testers disclose their status to their partners. [31] A shift to telephonic counselling took place gradually in other countries, however. [32] Indeed, many South Africans are familiar with faceto-face counselling after an HIV test, and some evidence suggests a strong preference for this modality, with conversations on the helpline viewed as being insufficient. [12, 33] Adding email or online chat to the current services of the helpline may hold several advantages. A Dutch service showed high levels of satisfaction with online mechanisms, which complemented telephonic ones. [28] Electronic media would also avoid the costs of using a cellphone to call the centre (only calls from a landline are currently free), and there must surely be some benefits of electronic technology that could be drawn on to further strengthen the helpline.
The study methods warrant consideration. It is difficult to standardise interpretation of the calls across five researchers. Analysis of call transcripts may be the preferable option is such studies. Mystery client methodology, previously used in SA, [34] is employed as a strategy to evade biases that occur during direct observations of service delivery. [26, 35] While mystery clients can mimic some aspects of 'real' callers, however, there are clearly limitations in doing so. The demographics, tone of voice and emotions expressed by mystery clients are likely to differ from those of a 'real' caller trying to come to terms with a recent diagnosis of HIV, for example. A mystery client who lands up speaking to the same counsellor more than once might be recognised by their voice. This limits the ability to make direct comparisons between mystery and actual calls. Also, having informed the helpline management that the study would take place may have influenced the findings. While researchers requested the management not to inform helpline staff about the study, this may have occurred and affected the results. The methods also raise ethical concerns. There needs to be a clear justification for employing mystery clients or any form of deception in research. [21, 36] In this instance, we contend that it was necessary for optimising the validity of the study, but also because it would ultimately fulfil utilitarian goals by improving the quality of a public resource. Moreover, those who were deceived were not identifiable and the deception is very unlikely to have negative consequences for individuals. Another concern is that the study may have prevented helpline counsellors from responding to 'real' calls from the public. This is unlikely to be the case given that only 200 calls were made over 6 months, an insignificant proportion of all calls handled in that period. Overall, we contend that the potential benefits of the assessment justify the potential negative consequences [37] and that this methodology may be useful for future studies assessing the quality of health services in SA, especially those that involve stigmatised populations. [34] 
Conclusions
Helpline staff mostly provided appropriate information and counselling. Additional training on the gaps in information noted in this study is required, especially around confirmation of HIV test results and issues such as the window period. These could form part of continuing education sessions, done quarterly for example, that aim to refresh and update the knowledge and skills of counsellors. Also, it seems that HIV prevention is receiving insufficient attention. Importantly, there appears to be a need for the standardisation of key messages, where agreed-upon information is provided to clients in common situations. Many of these concerns may become more important with the rapid expansion of HIV self-testing. Online information and counselling provision through email and online chat could be useful complements to existing services.
